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The importance of the observations lies in the fact that a service offered to all is not being taken up evenly across the whole community.
It is also clear that many children from all ethnic groups are not receiving immunisations at the recommended ages. Delay in taking immunisation might occur for a number of reasons such as frequent change of address, the child may be unwell or considered unfit for immunisation by the doctor or health visitor on the scheduled day, and there may be poor understanding and poor motivation to accept immunisation on the part of the parents or of the health service staff. This is unfortunate when 33% of notifications for whooping cough and 28% of notifications for measles in Bradford are for children aged 24 months or less.
It is not possible to quantify how many of the differences are related to ethnic group as opposed to factors such as social class, place of residence, or the practices of local health professionals. Further research using the same life table method could clarify this and allow better targeting of health care.
It is also suggested that a study should be made of the Indian community to identify those characteristics that encourage their desirable pattern of immunisation uptake so that these can be encouraged in other groups.
Finally, it is suggested that the graphical method of presenting life table data on immunisation be developed as a form of understandable feedback to those directly working in immunisation programmes.
Four years' experience with a mobile gammacamera service
M V MERRICK, V F SMITH
Mobile gammacameras and mobile computed x ray transmission tomographic units are widely available in the United States. A commercial mobile computed x ray transmission tomographic unit has recently begun operating in the United Kingdom. Little has been written about these services; their continued survival and expansion are in themselves evidence for their commercial viability but do not necessarily prove that such a service is of benefit to the National Health Service. The Borders, Fife, and Lothian health boards are jointly responsible for a population of about 1-25 million spread over about 3000 square miles. Specialised services are largely concentrated in the city of Edinburgh, which covers one third of the total population but only 2% of the land area, and one hospital is designated as the regional centre for a number of specialties including nuclear medicine. By 1976 it was evident that the existing facilities for nuclear imaging in the south east of Scotland were approaching saturation point, and provision for growth had to be considered. A survey of users indicated a large discrepancy between hospitals with facilities on site and those without: even after taking into account referrals from general medical and surgical units, and excluding those from specialised units such as oncology, there was a fivefold difference in referral rate. In 1977 therefore, it was decided to establish an experimental mobile gammacamera service to study both practical problems and their economic consequences. The service opened in January 1980, and we discuss the experience gained and the conclusions reached after almost four years of experience.
Choice of hospital
The region served contains 15 general hospitals without nuclear imaging facilities. Three further general hospitals, including the base hospital, had nuclear imaging facilities, and these were subsequently installed at one of the other hospitals. The region also contains many specialised hospitals (orthopaedic, paediatric, geriatric, psychiatric, etc) that were not considered for the service, as well as numerous smaller hospitals. The distance by road from the general hospitals without facilities for nuclear medicine to the regional centre ranged from less than half a mile to over 30 miles.
To provide a useful service one visit a week was considered to be the minimum and two visits a week optimum, which would leave a maximum of four days between visits. Many patients with suspected pulmonary emboli can be given heparin for this period, and lung scintigraphy could then be used to decide whether or not to proceed to long term oral anticoagulants.
As it was clearly impossible for a single mobile camera to visit all the hospitals in the area, precedence was given to the larger and more distant hospitals, provided that they were able to accommodate the camera. This required a room not less than 3 m2 (10 ft2), with a door large enough to allow access for a patient on a trolley and a floor strong enough to withstand the weight of the gammacamera (about one tonne). A single 13 amp power point was the only service required: no special radiation shielding is required as the scattered radiation from the procedures to be performed is much less than in radiography and is not dissimilar to normal background. One hospital was excluded because the floors in its old buildings would not support the weight of the camera. In some others a suitable room was available only on a particular day of the week when not used by outpatient clinics. Even with these constraints the number of potential sites was more than could be visited. Initially it was decided to spread the net as widely as possible and visit five different hospitals each on one day a week. Four were near the periphery of the area served and therefore gave the greatest saving in ambulance journeys. The fifth hospital was the largest of the general hospitals within the city of Edinburgh not to have nuclear imaging facilities; it contained 366 beds and was situated about 6 km (4 miles) from the regional centre. The other hospitals chosen were 56 km (35 miles) distant (220 beds), 40 km (25 miles) (460 beds), 32 km (20 miles) (328 beds on two sites about one mile apart), and 24 km (15 miles) (563 beds). The timetable was organised to take into account local constraints on availability of a room, and also as far as possible to minimise the number of loading and unloading operations of the gammacamera. Thus on some days the camera is not returned to the base hospital but is deposited at the hospital where it is next to be used.
Organisation
Three types of service were considered: firstly, a scheduled service visiting predetermined hospitals on a regular rota; secondly a call out service in which the camera was sent out only when it was needed at a particular hospital; and thirdly a combination of the two. The third option was rejected as giving the worst of all combinations-namely, a scheduled service with frequent but erratic interruptions compounded by a slow and unreliable emergency service. Most nuclear imaging investigations are required urgently-that is, within one or two days of the request-but only rarely are investigations required on an emergency basis-that is, within hours. The commonest example of an investigation required within hours is lung perfusion scintigraphy to confirm or refute a clinical suspicion of a pulmonary embolus. The lack of an emergency service for lung scintigraphy (unless the patient was transported to the base hospital) was recognised as a deficiency of a wholly scheduled service, but one that could be. remedied only by operating with a high and probably uneconomic staffing level. An emergency call out service was therefore excluded on these grounds.
Each hospital is responsible for arranging its own appointments. In most cases this is performed through the x ray department reception, but in one case it was more convenient to use the outpatient appointment system. In practice, provided that everyone concerned was clearly informed of the local arrangement, both systems worked satisfactorily.
Initially, up to 13 examinations were performed a day. 
Gammacamera
An Elscint Dymax MB mobile gammacamera with Dycomette XL data processor was purchased for the evaluation. The camera has continued to maintain its specified level of performance. Down time because of faults developing in the equipment has been little higher than that in fixed equipment at the base hospital (on average about one day a fortnight).
Staffing
There information that 14 patients would have been unfit to travel; this suggests an underestimate of the number of patients in this category.
As additional imaging and data processing facilities and the staff to operate them were considered necessary to take account of natural growth of the service, and as there was no appreciable difference between the capital cost and service contract of a fixed installation and of a mobile one, the additional costs of the mobile service were the purchase of the van and the revenue costs of the van and its driver. If we assume that the capital cost of the van is written off linearly over four years (in accordance with health board policy to replace vehicles after four years), the annual running costs amount to £9300, or about £180 a week. If, in the absence of a mobile service, each of the hospitals served were responsible for one additional ambulance journey a week (a conservative estimate), the cost to the NHS would be about £190 a week.
Other potential savings can be identified as a result of the mobile service.
(1) Several patients would otherwise have had other investigations that are no less expensive, and in many cases rather more expensive, than scintigraphy performed on a high throughput machine.
(2) In a comparatively small number (about 10%) of patients stay in hospital is shortened as a result of the investigation (table III) .
(3) When a patient is to be transported to another hospital for investigation, the time required to organise transport and to find a suitable escort may take up to one hour of a ward sister's time. In addition, an escort can be provided only by depriving a ward of a nurse for at least half a day.
(4) The reduction in inappropriate treatments and avoidance of laparotomies also makes some contribution to the net saving.
Conclusions
The concept of a mobile gammacamera service has been shown to work efficiently in an area of low population densitynamely, the south east of Scotland, where a population of about one and a quarter million is spread unevenly over some 3000 square miles. Experience suggests, however, that such a service would not be cost effective in an urban area of high population density. (Accepted 4 January 1984) What is the treatment for polymyalgia rheumatica and temporal arteritis ?
In both polymyalgia rheumatica and temporal arteritis so dramatic is the improvement of symptoms with prednisolone that this drug not only produces "the grateful patient syndrome" but also has been used as a diagnostic test for these conditions.' Certainly, if visual symptoms are associated with the onset of temporal arteritis delay in administering steroids may result in sudden loss of sight from retinal artery involvement.' The starting dose varies according to different authorities, but clinical experience has shown that beginning with 30-60 mg of prednisolone daily (depending on the size of the patient and using the higher dose if vision is threatened) the treatment may be gradually reduced after three to four weeks to the optimum level according to the degree of symptom relief and the reduction in the erythrocyte sedimentation rate. This is particularly important in elderly patients, the group most commonly affected by these conditions, when steroid treatment is most likely to be associated with its own severe and well known complications. The differential diagnosis of polymyalgia includes the generalised aches and pains sometimes associated with osteornalacia. The span of life is determined by many environmental and genetic influences, and a simple inheritance of life expectancy or a straightforward relation between lifespan and blood groups would not be expected. Any obvious family history of genetic disease will have a direct bearing on the lifespan of the offspring, and it may be possible to determine the probability of living a normal life expectancy. In the absence of such specific diseases there is a correlation between the life expectancy of parents and their children. Pearl and Pearl showed that the average age of parents and grandparents in nonagenarians was greater than that for a control population.' As women tend to live longer than men, an increased paternal age is likely to have a greater importance than increased maternal age. With the present state of knowledge, however, it is not possible to make accurate predictions of life expectancy for an individual. There have been some associations between blood groups and increased or decreased survival. For example, Beller and Palmore in a study of nonagenarians in Turkey found an increase in blood group P, and Le (a-b- 
